The first set of questions concerned physical signs. Most surgeons stated that they, or their junior staff, regularly examined the legs of all postoperative patients. Seven admitted not doing so; these included one professor of vascular surgery and three other teaching hospital surgeons. One replied with a disarming: 'I hope so!' Perhaps the remaining 24 or their registrars and house surgeons are really as conscientious as they suggest; but the 7 who answered in the negative are probably the more honest of the two groups.
Calf tenderness was generally felt to be the most reliable single physical sign, with ankle oedema second (Table 2) . Increased calf temperature and Homans' sign got few votes, and one surgeon replied that he thought Homans recanted (in fact he did).
My impression is that ankle oedema deserves a better position than it has been generally accorded. In trials using l2sI-fibrinogen uptake, we have often found it to be the first, sometimes the only, physical sign. A patient recently presented with left calf tenderness and bilateral ankle oedema. Phlebograms ( Figure I) showed occlusive thrombosis in the left.calf and extensive nonadherent thrombus in the right calf, which extended into the superficial femoral vein. The only physical sign in this leg was a little ankle oedema.
An The next series of questions concerned the technical methods of diagnosing deep vein thrombosis. The availability of acute phlebography throughout the hospitals surveyed was impressive. Only one centre a district general hospital was without it. Emergency phlebography within 12 hours could be obtained by 29 surgeons and, of these, IS said that it was available within 2 hours if necessary. This surprising speed was by no means confined to the teaching hospitals or vascular units, and rapid emergency phlebography is as available at Hexham and North Tees as at St James', Balham, or Guy's Hospital. At Lewisham we have such a remarkably good service that there is a temptation to see the films first and perform thorough examination second. Twenty-four surgeons stated that they asked for emergency phlebograms if calf swelling was present, but only 8 would request the investigation for a patient presenting with mild calf tenderness only. Such a patient's phlebogram is shown in Figure 2 . Mild calf tenderness may be the only presenting sign of potentially dangerous thrombus propagating along the superficial femoral vein. To date, I have not regretted asking for phlebograms, even when the physical signs seemed slight; I have several times regretted the omission of this investigation.
In investigating the source of pulmonary embolism, only 14surgeons said that they asked for phlebography in all cases. Another 10 would request this investigation in patients presenting with major pulmonary embolism. One teaching hospital vascular surgeon said that he could see a point in the investigation only if surgical venous interruption was practised, and that he did not believe these operations were of any value. This view was not shared by others, who felt that the introduction of phlebography had resulted in significant (15) or some (9) change in their management of venous thromboembolism.
Doppler ultrasound was available in a slightly smaller proportion of the sample (24/32). Three surgeons used it for regular ward screening and 16 in the investigation of deep vein thrombosis. Two relied on Doppler ultrasound alone in the investigation of pulmonary embolism, most preferring phlebography; only 3 surgeons thought that this investigation was completely reliable. Seventeen reported experience of false positives, false negatives, or both. Although I have experienced occasional false negatives, I have always thought Doppler ultrasound a useful screening method by which phlebography could quite often be avoided. This view did not seem to be shared by many other surgeons.
1BI-fibrinogen uptake was available in 21 of the 32 centres. Only 5 surgeons reported using it in clinical diagnosis, and another 5 in research. In 4 centres it is used for both research and clinical diagnosis. Seven of those with facilities for 125I-fibrinogen uptake (one-third of the total) reported that it was used occasionally or not at all. Presumably in these centres the ratemeters or scintillation counters are used for thyroid or other isotope studies.
Other diagnostic methods were few (Table 3 ) and at present seem to represent local enthusiasm. This is disappointing when one considers the amount of effort put into developing these methods in recent years. The penultimate question was on the value of predictive methods in potential deep vein thrombosis (Table 4 ). This was a badly-worded question in that surgeons were not asked exactly what further investigations they would do in a patient with, for instance, raised plasma fibrinogen or thrombocythaemia. Most surgeons would probably be particularly careful about prophylaxis in such cases; hut the question did not include this aspect, and was therefore unsatisfactory. Prophylaxis is certainly uppermost in most surgeons' minds; in the final comments 9 volunteered the importance of this aspect of management.
The final question was: 'Do you feel that the introduction of these methods ... has reduced the morbidity or mortality of patients under your care?' Only 9 surgeons replied with a definite 'Yes'; 3 replied 'probably or slightly'; and one thought only morbidity was reduced. Fourteen felt that the methods had not changed the morbidity or mortality of their patients, and 5 replied: 'probably not' or 'doubtful'.
It is difficult to equate these statements with the earlier ones on the availability and use of phlebography. If they are taken at their face value, it must be concluded that a number of surgeons have phlebography readily available. and that they refer their patients for this investigation, but with no hope that the results will influence treatment sufficiently to improve morbidity or affect mortality. The proper interpretation may be that most of the surgeons in this small survey do use phlebography, though they do not find other methods very useful; but that, in spite of phlebography, deep vein thrombosis is still often difficult to detect before it has reached the point where permanent vein damage is inevitable. In the same way many major emboli still occur unexpectedly, and the damage they cause is done before their source can be investigated. The number of surgeons who commented on the need for further improvements in prophylaxis reinforced this view.
A survey on the prophylaxis of embolism is planned.
